Patients: 1801 people aged 60 years or over in primary care with DSM-IV major depression and/or dysthymia. Exclusions: current drinking problems; current psychiatric treatment; psychosis; bipolar disorder; high suicidal risk; severe cognitive impairment.
Intervention: 12 month collaborative care intervention (Improving Mood Promoting Access to Collaborative Treatment (IMPACT)) or usual care for depression. Collaborative care intervention: care was delivered by a team consisting of a depression care manager, a psychiatrist, and the participant's primary care doctor. Treatment options included education, behavioural activation, problem solving treatment, antidepressants, and relapse prevention (including coping strategies). Usual care: participants and their primary care doctor received notification that they met the study criteria for depression, and were allowed access to antidepressants, counselling by the doctor, and referral to mental healthcare specialists. 
MAIN RESULTS
At two years, collaborative care reduced depressive symptoms and increased the proportion of people who responded and were in remission compared with usual care (p,0.0001, see http://www.ebmentalhealth.com/supplemental for table). People who had received collaborative care were also more likely to be continuing to receive treatment for depression (medication or psychotherapy; p,0.001).
CONCLUSIONS
Collaborative primary care management appears to be more effective than usual care in the long term for elderly people with depression.
NOTES
One limitation of the study was that it relied on self-report of continuing depression treatment. 
Commentary
T he 24 month follow up data build upon the results of the 12 month intervention trial ''Improving Mood Promoting Access to Collaborative Care Treatment'' (IMPACT). After 12 months this collaborative, stepped care management intervention was more effective than traditional care in a range of patients and in different medical organisations.
1 Reviews suggest disease management, compared with traditional care, has positive effects on outcomes in depression-but long term data are still rare.
2 Hunkeler et al focused on older patients, an increasing population in primary health care and with a high risk of comorbidity for major depression or dysthymia. The results indicate an enormous challenge for management of depression in primary care.
As screening for depression in isolation has only a minimal impact on outcomes, 3 the quality of care can be improved by following it up with systematic care management. Depending on the resources of a primary care clinic/practice, some of the components of this intervention can be implemented. However, the study design does not provide strong evidence on which component led to the most enduring effect. The authors discuss two possible ''mechanisms of action'' for their programme: an ongoing, therapeutic relationship and relapse prevention. Both accord with the major principle of high quality: ''continuity of care'' for primary care services. 4 A systematic review emphasised this by finding moderate patient outcomes for primary care based case management for major depression.
5
Primary care clinicians will embrace new ways of enhancing care for their patients by improving communication skills and thus building a stronger long term relationship between patient and proactive care team. Integrating the roles of the specialist and the practice team efficiently will provide a sustainable service for people with mood disorder.
